INTRODUCTION
There are approximately one billion smokers in the world, of whom 800 million are men, and 200 million are women. Eighty percent of these men and 50% of these women live in underdeveloped or developing countries. These are disturbing figures given the association between tobacco use and a high rate of comorbidities such as cancer, diabetes, cardiovascular conditions and lung disease, which are responsible for 63% of all deaths worldwide. Six million people die annually from tobacco-related causes, and if the trend continues, tobacco will be responsible for eight million deaths in 2030 (1) . Tobacco control policies have made signifi cant contributions to smoking cessation rates, since people are more likely to quit when more severe restrictions are imposed on smoking (2) (3) . In hospital settings, patients are forced to stop smoking regardless of their motivation to quit, allowing them to stop and refl ect on their life habits (4) . Additionally, hospitalized smokers are usually more receptive to anti-smoking messages given the fragility of their situation, their fear of death, and their acceptance of their disease and its severity (3) . During hospitalization, it may be difficult to distinguish between symptoms of nicotine abstinence and the anxiety caused by the hospitalization itself. Therefore, hospitalized smokers require specialized treatment and additional support from the health care staff. However, even though hospitalization is known to be an opportune moment for smoking cessation, few institutional initiatives have been developed to treat hospitalized smokers (5) . The most recommended treatment for smoking cessation is cognitive-behavioral therapy, which combines cognitive interventions and behavioral skills training, contributing to both cessation and relapse prevention. This is an eff ective method which focuses on the self-control required to escape the dependency, allowing the patient to become the protagonist of his own behavior change. These fi ndings underscore the need for health professionals to implement a basic intervention to encourage cessation in smoking inpatients (3) . Knowledge regarding the profile of smokers hospitalized in surgical units and their motivation to stop smoking may play a crucial role in the development of effective strategies to encourage these individuals to quit. As such, the goal of this study was to describe the profile and cessation motivation of smokers hospitalized for surgery.
METHOD
This cross-sectional study was performed as part of a master's dissertation (6) , and involved smokers who were hospitalized in the surgical units of a large university hospital in southern Brazil between February and March 2013.
The sample size required to estimate the prevalence of smoking among inpatients was calculated based on studies performed in other hospitals, in which the prevalence of smoking was found to be 20% (4, 7) . As such, the minimum sample size for the present study was calculated at 77 smokers.
Inclusion criteria consisted of age 18 years or older, and admission to the inpatient surgery units of the hospital. Patients with neurological, psychiatric or clinical conditions which prevented them from comprehending or responding to the interview, who were absent from their hospital beds on both data collection visits, who were discharged within less than 72 hours and who were readmitted during the study period were excluded from the sample.
Data were collected with the help of research assistants, all of whom signed a special informed consent form. All assistants were adequately trained and provided with a manual containing information regarding data collection procedures.
The fi rst step in data collection involved the printing of a list of admissions to the surgical units of the hospital. The list was checked daily and new patients were recruited until the required sample size was achieved. The smoking status of each patient was obtained from electronic medical records, or asked directly to the patient when electronic information was not available. Inpatients classifi ed as smokers were then approached and informed as to the goals of the study, and the importance of their participation. Those who agreed to take part in the study were then interviewed for data collection. At a third point in time, patients' reasons for admission and clinical data were obtained from electronic hospital records.
Smoking status was classifi ed as follows: smoker (smokes one or more cigarettes a day on a regular basis, or abstinent for less than 6 months), abstinent smoker (used to smoke but has not done so for at least six months) and nonsmoker (never smoked, or experimented with smoking without becoming a smoker).
The data collection instrument contained questions regarding sociodemographic, economic and clinical parameters, as well as smoking history, symptoms caused by smoking and nicotine abstinence, treatments and information concerning smoking cessation received during hospitalization, and patient motivation to quit. Rev Gaúcha Enferm. 2015 mar;36(1):69-76.
The Fagerström (8) (9) and Prochaska and Di Clemente scales were also used for data collection. Both of these instruments have been validated for use in Brazil (10) . The Fagerström Scale contains six questions whose scores are summed to produce a total ranging from zero to ten, which can be used to classify nicotine dependence as very low (scores 0-2), low (scores 3-4), moderate (5), high (scores 6-7) and very high (scores [8] [9] [10] . The Prochaska and Di Clemente scale assesses motivation to quit based on the cognitive and motivational stages involved in the quitting process: precontemplation (does not consider quitting in the next six months), contemplation (is motivated to quit in the next six months), action (has stopped smoking, and has been abstinent for < 6 months), maintenance (has not Sample characteristics n = 100
Age (years) * 54.5 (13.8)
Sex (male) 58 (58)
Race ( smoked for six months or longer) and relapse (managed to quit before relapsing and returning to smoking). Data were analyzed using the Statistical Package for Social Sciences (SPSS), version 18.0, which was used to calculate absolute and relative frequencies, as well as measures of central tendency, dispersion and position. Data normality was verifi ed using the Shapiro-Wilk test. Continuous variables were described as mean and standard deviation or median and interquartile range. Categorical variables were summarized by absolute and relative frequencies.
The present study was performed according to Brazilian Guidelines and Regulations for Human Research (11) , and was approved in 2012 by the Research Ethics Committee of the Clinical Hospital of Porto Alegre (CEP/HCPA), under project number 12-0461. Upon enrolment, patients signed an informed consent form which guaranteed their anonymity, ensured that their data would be used exclusively for research purposes, and gave them the right to withdraw from the study at any time. The authors also signed a consent form for institutional data use prior to accessing electronic medical records.
RESULTS
Of the 1439 patients whose records were evaluated and classifi ed according to smoking status, 938 (65%) nonsmokers, 281 (20%) were abstinent smokers and 210(15%) were smokers. Fifty-nine of the latter were discharged less than 72 hours following admission or were not in their hospital beds on either data collection visit, 12 did not agree to participate in the study, 29 were not in physical condition to answer the questionnaire and 10 were quarantined. As such, 100 patients were included in the present study. Table 1 shows the profi le of inpatient smokers in terms of their demographic and economic characteristics, as well as their smoking history. Twelve (12%) of the participants sought doctors and support groups to quit smoking, while 11 (11%) used nicotine patches, chewing gum, inhalers or medication. Sixty-eight (68%) patients regularly interacted with other smokers, most of whom were family and close friends.
Patients were recruited from several units in the hospital, including gastroenterology/proctology/general surgery (n=36; 36%), urology/nephrology (n=23;23%), cardiology (n=13; 13%), traumatology/orthopedics (n=11;11%), and other units such as gynecology, neurosurgery, pneumology, and ophthalmology (n=17; 17%).
Of the 94 patients (94%) who reported smoking-related symptoms, 66 (66%) presented with coughing and/ or sputum production, 50(50%) with wheezing and/or shortness of breath, 37(37%) with chest pain and/or palpitations, 79(79%) with fatigue, cramps and/or leg pain, and 35(36%) with dizziness and/or fainting. Eighty-one (81%) patients reported nicotine abstinence symptoms during hospitalization, such as insomnia (n=46;45%), irritability (n=25;25%), anxiety (n=48;48%), depression (n=29;29%) and changes in appetite (n=52;52%) Graph 1 illustrates the interventions and guidance offered by health professionals to help patients quit smoking. Each patient may have been approached more than once by diff erent members of the staff .
Of the 35 (34%) health care workers who off ered support/treatme nt to smokers, 22(63%) were doctors, seven (20%) were nurses, one (3%) was a nurse technician and fi ve (14%) were other health care staff .
When patients were asked as to their reasons to quit smoking, 83(71%) cited health concerns, 16(14%) were worried about their families, 14(12%) mentioned aesthetic and/or fi nancial reasons, and four (3%) did not mention any specifi c reasons (each patient could give more than one reason in response to this question). When asked as to reasons to continue smoking, 60(60%) patients gave no reason at all, 14(14%) cited emotional issues, and eight (8%) mentioned nicotine dependence. Nineteen (19%) participants identifi ed other reasons, such as the taste and pleasure associated with smoking, the habit of smoking itself, socialization, distraction and the fear of being unable to quit. Graphs 2 and 3 show the degree of nicotine dependence in the sample according to the Fagerström Scale (7) (8) , and patient motivation to quit as per the Prochaska and DiClemente (10) scale.
DISCUSSION
The prevalence of smoking identified in the present study (15%) was similar to that reported by investigations performed in other general hospitals in the country (4) (5) 7, 12) . The high number of participants who actively smoked at the time of admission may be attributable to the fact that most subjects in our sample of surgical patients had been admitted for elective procedures. These findings underscore the importance of evaluating and understanding patients' smoking habits before hospital admission to provide adequate support and interventions to help them quit smoking prior to undergoing surgery.
The sociodemographic and economic characteristics of the sample were similar to those described in other similar studies (4, 5, 7, (11) (12) (13) (14) (15) . Patients were, on average, 54 years old, and had therefore reached an age at which the comorbidities associated with lifestyle factors often begin to appear. Since smoking poses a signifi cant health risk, and most patients had been smoking for long periods of time, we believe that this may have contributed to the hospitalization of patients in the present study. Studies show that smoking is more prevalent in men, especially in developing countries (1) . Smoking has also been found to be associated with features of social inequality such as low income and low education levels, which underscores the need for tobacco control programs and policies in populations with low socioeconomic status (16) . Most participants in the present study started smoking in adolescence. According to the literature, individuals in this age group associate smoking with freedom and independence (5, (12) (13) 17) . As such, it is important to address the issue of smoking in both child and adolescent populations, to prevent young people from taking up the habit and becoming smokers in adulthood.
According to the literature, smokers consume an average of 20 cigarettes per day. This fi gure is similar to that observed in the present study, but paints a disturbing picture since the severity of tobacco-related diseases tends to increase with the number of cigarettes smoked per day and the number of years spent smoking (4) (5) . The number of cigarettes smoked per day tends to increase over the years, which makes quitting even more diffi cult and causes progressively greater impact on health.
Most smokers in the present sample had made previous attempts to quit, as is often found in similar studies in the literature (12, (14) (15) . Nicotine is an addictive substance, which further complicates the process of quitting, so that although many people may wish to stop smoking, few succeed without assistance. This is illustrated by the fact that only a small percentage of the sample had sought help or treatment to quit smoking.
Sources of assistance included doctors and support groups, as well as treatments such as nicotine patches, chewing gum, inhalers and medication. The combination of pharmacological treatment and behavioral interventions has been found to be an eff ective method of achieving cessation (18) (19) . During hospitalization, smokers are more likely to begin the quitting progress, since they are abstinent and in daily contact with health care workers who may support his eff orts.
Almost 70% of patients in the present sample have daily interactions with smokers, who are usually close friends or family members. The association between the diffi culty of quitting and proximity to other smokers has been evidenced by several studies (5, 13, 17) . This fi nding reinforces the need to involve family and friends in cessation interventions as a way to encourage the smoker to remain abstinent.
The patients in the present study had been hospitalized for widely varying reasons, as tends to be the case in similar studies performed in large hospitals (4, 7) . Patients who smoke need encouragement and guidance from the health care team to ensure they are successful in quitting regardless of their underlying illness or reason for hospital admission. As such, health professionals of all disciplines must be trained to identify inpatient smokers and ensure they receive adequate treatment for smoking cessation.
The tobacco-related symptoms reported by participants in the present sample were similar to those identifi ed in other studies (4) (5) 7) . Symptoms such as coughing, dyspnea, and palpitations may interfere with daily functioning and compromise health and quality of life. However, since some of the symptoms reported by patients may be caused by other underlying diseases rather than tobacco use, a thorough medical examination is always required in these cases.
According to the literature, patients who stop smoking shortly before hospital admission may experience nicotine withdrawal symptoms during hospitalization (4) (5) 7) . It is therefore especially important that health care workers identify these symptoms during clinical assessment and implement interventions to assist patients with abstinence and relieve craving through medication use, nicotine patches and emotional support.
Few of the patients in the present sample received guidance or orientations from health care workers regarding smoking cessation. These are disappointing fi gures, especially when compared to those reported by studies performed in the United States, where this type of intervention is much more common (20) . These results show that there is still much work to be done to ensure these interventions are incorporated into the clinical routine of health care institutions in Brazil.
Patients in the present sample were more motivated to quit smoking than those evaluated in another similar study performed in the same hospital (17) . During hospitalization, smokers often realize the severity of their health problems, which may trigger their desire to quit. As such, this is an ideal moment for the implementation of cessation interventions. Unfortunately, the present results showed that this is still not a regular practice in hospital settings, and that inpatients who smoke are not systematically approached and encouraged to quit.
Patients' main reasons for quitting included concerns about their health and their families, as has been ob-Rev Gaúcha Enferm. 2015 mar;36(1):69-76. served in other similar studies (17) . These results show that subjects are aware of the health risks posed by smoking. However, nicotine dependence places a burden on the quitting process. As such, to ensure the success of cessation efforts, individuals must receive support and be given the opportunity to share their expectations and concerns with family and health care workers. Most participants did not give any reasons to continue smoking, although some identified the pleasure associated with smoking, the difficulty stopping the habit and the nicotine dependence itself as major obstacles to quitting. These findings agree with those reported by other studies in the literature (4, 17) . Individuals who do not consider themselves nicotine-dependent believe they can quit smoking at any time; however, their attempts to do so without help are not usually successful and lead to relapse, which causes frustration.
Most participants in the present sample were classifi ed as having low, high or very high nicotine dependence. Studies performed in similar samples have identifi ed low to very high levels of nicotine dependence in diff erent patient profi les (12, 14, 17) . The scale used in the present study is easily administered and can be used by health care workers to plan tobacco control interventions or to evaluate nicotine dependence in inpatient settings.
The Prochaska and Di Clemente scale revealed that most patients in the sample were in the preparation phase of the quitting process, which suggests they were considering quitting in the near future. This stage is followed by the action phase, in which subjects will already have stopped smoking. Hospitalization often leads smokers to refl ect on the possibility of quitting (4) . Since smoking is not allowed in hospitals, patients end up experiencing life without cigarettes. This has a benefi cial eff ect for some patients, who begin to believe in their ability to resist nicotine and quit smoking.
CONCLUSIONS
The present results showed that inpatients who smoke are motivated and willing to quit, since hospital smoking bans, their own ill health, and the hospitalization itself may lead them to rethink their smoking status. As such, hospitalization may provide a suitable window for health care workers to implement cessation interventions to encourage patients to quit smoking.
Given the intensity of the contact and the close bond established between inpatients and the nursing staff , these professionals must play a more active role in encouraging smoking cessation. Health care teams, especially nurses, must therefore be trained to approach smokers in a systematic manner, so that hospitalization can become an opportunity for behavioral change and health education.
The way in which tobacco use and nicotine abstinence symptoms were evaluated in the present investigation may have limited our fi ndings, since it may not have been suffi ciently accurate in discriminating between smoking-related symptoms and the consequences of patients' underlying diseases. Future studies may wish to analyze these variables more thoroughly by evaluating cases on an individual basis so as to avoid interpretation bias. We suggest that studies with stricter designs be performed on these populations to investigate any additional clinical issues which may have remained unexplored in the present study.
Despite these limitations, this study contributed signifi cantly to the literature on the prevalence and profi le of smokers in surgical inpatient units, and may serve as a basis for the development of more eff ective strategies to encourage inpatients to quit smoking.
